3 of different types of interactions identified in the study can be used as a basis for reflection on practice and developing more specific guidance. influencing health outcomes including patient satisfaction, 5-9 treatment adherence, 7, 9 patient physical and psychosocial health, 7,9 and carer well-being. 6 Understanding issues related to patient-clinician interactions (e.g. communication, choice and respect) are important research priorities both for patients and providers. 10 The quality of interactions between clinicians and families is particularly important in children's healthcare services. Approximately 26% of children, or around one in four families, are affected by chronic conditions requiring healthcare. 11 For these families, failing to deliver effective care, of which good quality family-clinician interactions are a central feature, has particularly high costs in terms of reduced quality of life for the child 12,13 but also reduced well-being in the wider family. 6, 14 Previous studies have suggested that good quality family-clinician interactions may not be consistently implemented in children's services. [15] [16] [17] [18] This may, at least in part, relate to a lack of specific guidance on what constitutes good quality interactions.
Current guidance consists primarily of general principles 19 and there are few detailed descriptions of how clinicians have applied these principles in actual day-to-day practice. 20 Detailed descriptions of specific actions that clinicians can take to implement good quality family-clinician interactions would be likely to be more helpful and more effective than general, broad-level principles in improving their consistent implementation in practice.
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Objective
The present study aimed to identify specific, practice-based examples of clinicians implementing family-clinician interactions in one domain of children's healthcare services (specifically occupational therapy). The examples were identified in relation to the principles of good quality interactions outlined in a prominent conceptual framework (see below).
Conceptual framework
Several frameworks have been used to conceptualise patient/family-clinician interactions. Four prominent frameworks include: (i) family-centred service; (15, 22) (ii) behavioural approaches; (7) (iii) patient involvement in decision making; (9, 23, 24) and (iv) patient-centred communication. (25) A common proposition underpinning all four frameworks is that good quality interactions involve two distinct aspects, both of which are important for health outcomes:
(1) relational interactions concerned with clinicians demonstrating listening, empathy, respect and trust towards families and establishing caring relationships where families feel they are understood and treated as capable; and (2) participatory interactions concerned with clinicians meaningfully engaging families in decision making, planning and problem solving and developing families' capabilities to achieve their desired goals.
Conceptualising interactions in this way provides a general framework for exploring family-clinician interactions. The present study focused on the principles of relational and participatory family-clinician interactions described in one of the four prominent frameworks, family-centred service. The family-centred service framework was used as it is commonly recommended as best practice for children's healthcare services, (19, 26) including the study domain (i.e. children's occupational therapy). (27, 28) 6 Design A qualitative secondary analysis was conducted, using an existing data set containing family-clinician interactions elicited from children's occupational therapists.
The secondary analysis had approval from the Research Ethics Committee (REC) of York St. John University (REC ref: UC/10/6/11/JM dated 10 June 2011). The primary study, in which the existing data set had been generated, had been approved by a National Health Service (NHS) REC (REC ref: 07/S0801/55) that confirmed no further approval was required for the secondary analysis in the present study. The researcher (NK) responsible for the data set ensured its appropriate use and protection (29) by maintaining anonymity and secure storage at all times.
Setting and participants
The data set used for the secondary analysis had been generated in a study into the practice of children's occupational therapists in six community healthcare services of various sizes and geographical locations in NHSScotland. (30, 31) In that primary study (led by NK), a random sample of 25 senior occupational therapists had participated in semi-structured interviews in which they had provided descriptions of their practice actions in 47 care processes. The clinicians worked at least two days per week with children living at home and had been qualified for median 12 years (IQR = 9-20) and working in paediatrics for 8 years (IQR = 6-13).
The Data
The primary study had involved: (1) each clinician describing two therapy processes and reporting their practice actions within those processes (one 'successful' and one 'unsuccessful' case); (30) and (2) The suitability, accessibility and quality (32) of the data set were assessed to establish whether it was appropriate for the secondary analysis. Table 2 (online appendix) summarises the outcome of this assessment. The data set was suitable as (i) there was a good correspondence between the context, aims and method of the primary study from which the data set had been generated and the secondary analysis; and
(ii) the content of the data set appeared relevant to the conceptual framework for the secondary analysis (i.e. both the data set and the conceptual framework contained family-clinician interactions). The data set was accessible as it was (i) complete and clearly preserved (Heaton 2004) and (ii) stored in an easily accessible format and structure in qualitative data analysis and management software (NVivo). (31) Finally, the quality of the data set had been assured through (i) use of established trustworthiness strategies (33) to conduct the interviews with clinicians (e.g. a representative sample of clinicians, open-ended interview questions, dense description of methods and results); (30) (ii) use of strategies to ensure the validity and reliability of the quantitative content analysis (34) (e.g. coding of the data by two independent researchers); (31) and (iii) the methods for conducting the interviews with clinicians (30) and generating the list of practice actions (31) had been peer reviewed both as part of funding and publication processes.
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Data Analysis
The data were analysed using a modified framework analysis. (35) The family-centred service framework (15, 22) (see Conceptual Framework above) formed the initial coding framework or 'indexing' structure (35) for the analysis (see Table 3 ). In order to enable the use of the family-centred service framework as coding categories, the lead researcher (JM) generated a list of principles of relational and participatory familyclinician interactions. The list was generated from literature on family-centred services.
( 1, 6, 8, 22, 36, 37) The analysis consisted of four stages and critical discussion (38) between researchers (JM & NK) at each stage:
Stage 1: The lead researcher (JM) 'familiarised' (35) herself with the data set by studying the list of 217 practice actions (e.g. 'Make judgements about carer's support needs') and considering the correspondence between the practice actions and the principles of relational and participatory family-clinician interactions in the coding framework. Attention was paid to practice actions that were unclear or that required further information from the related clinician quotes. The researcher critically discussed and clarified the meanings of the practice actions and the structure of the data set with the researcher already familiar with it (NK). Forty-seven (21.66%) practice actions were coded as 'Participatory' (see Table 5 ). descriptions of situations where they had not discharged the child.
Results
Of
Discussion
The present study identified a range of specific examples, embedded in day-to-day practice situations, of clinicians implementing family-clinician interactions. The identified examples describe clinicians applying many of the principles of good quality relational and participatory family-clinician interactions, as defined in literature related to family-centred service.
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The main limitation of the study is that the data set was based on clinicians' selfreport. However the wide range of descriptions in the data set of how clinicians provided care to families as well as what care they provided meant that the data set was suitable for the objectives of the present study and offered an insight into clinicians' interactions with families in day-to-day practice. The involvement of the primary researcher (NK) in the secondary analysis strengthened the confirmability of the analysis and the credibility of the results by providing detailed contextual knowledge of the data set and scrutiny of how the data set was used to meet the objectives of the secondary analysis.
The results suggest that the majority of clinicians' practice actions may not be related to applying principles of family-centred, relational and participatory interactions but to other aspects of care provision. Of the practice actions that did relate to such interactions, the majority focused on supporting families to participate in care provision by engaging them and developing their capabilities (i.e. participatory interactions). Fewer actions focused on relating to families by understanding and responding to their perspectives and treating them as capable (i.e. relational interactions). Whilst this is contrary to results in some of the previous studies which found that participatory interactions were implemented less often than relational interactions, (15) the results of the present study are not unique. Other studies have also suggested that clinicians have been more focused on participatory interactions, for example by speaking more about their role in providing information and less about their role as a caring person (39) and by emphasising the importance of families being involved in and taking responsibility for their child's care but having limited responsiveness to families' diverse needs and capacities.
The relatively lesser emphasis on relational interactions suggested in the results of the present study may indicate that the clinicians' practice actions were directed 13 more towards trying to actively involve families (i.e. participatory interactions) and less towards understanding and responding to families' perspectives, values and desired outcomes (i.e. relational interactions). This finding relates to wider criticisms suggesting that clinicians' efforts to involve parents has been based on a flawed interpretation that parental involvement equates to parental responsibility, which has led to a shifting of responsibility away from healthcare services and onto families by putting pressure on parents to be responsible for delivering and coordinating their child's interventions, regardless of parents' ability or desire to take on this role. ii) what actions they take to implement active family involvement, especially how they explore and gain understanding of families' perspectives, values and desired outcomes; and iii) how they respond to families' perspectives, values and desired outcomes once these have been identified.
The specific actions identified in the present study can be used as a starting point for discussion, as can existing literature on, for example, provision of information and support, 6 negotiation of roles and responsibilities between clinicians and families, 40 and identification of shared goals with families.
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The results also indicate that there may be a need for further consideration of whether there is sufficient active involvement of children and young people 14 themselves, rather than just their parents. 
Conclusion
This study is a first step towards providing clinicians with detailed descriptions of the specific actions they can take to implement good quality family-clinician interactions in their day-to-day practice. The results suggest that clinicians apply many of the principles of relational and participatory interactions in their daily practice actions.
However the majority of their practice actions may not be related to implementing good quality family-clinician interactions and, amongst those that are, participatory interactions may be emphasised more than relational interactions. Previous research (7, 8, 20, 31) has indicated that both relational and participatory interactions feature in successful and/or patient/family-centred care processes. Therefore clinicians may benefit from further reflection on the quality of their interactions in terms of the relative balance of relational and participatory aspects and, in turn, on how the quality of their interactions with families may contribute to health outcomes. 
Principles of relational interactions
Listens actively (1, 6, 8, 22, 37) Empathises (1, 8, 37) Anticipates concerns by offering information even before parent asks (36) Is warm, caring (1, 37) Has positive beliefs about family strengths and capabilities (1, 8, 37) Respects families, respects coping styles, provides treatment respectfully (6, 8, 22) Believes and trusts parent as the expert on their child (22, 36) Is trustworthy, honest, genuine, authentic (1, 37) Offers parent positive feedback or encouragement (36) Supports families, provides supportive treatment (6, 22) Accepts diversity (22) Considers psychosocial needs of all family members
Principles of participatory interactions
Communicates clearly (22) Shares information about the child (8, 22, 37)  Provides (needed) information; answers parent's questions completely (6, 36) Facilitates family choice and decision making (1, 8, 22, 36, 37) Ensures that parent has ultimate control over decision making (6, 36)  Facilitates family to use existing knowledge and skills; builds on strengths (22, 37)  Facilitates family to develop new knowledge and skills (1, 37)  Emphasises parent's responsibilities for acquiring knowledge and skills and finding solutions to problems (37) Facilitates active collaboration with parent in identifying needs (22) and goals (37) Makes sure parent feels like a partner in their child's care and has a chance to say what is important to him/her (6, 36) Provides opportunities for parent to be involved in solutions to problems (1, 37) Facilitates active participation of family in developing and implementing courses of action to achieve desired outcomes; consults parent about equipment or services (22, 36, 37) Provides accessible, individualised, flexible services (1, 8, 22) Encourages use of community supports (22) S1OT300: "We decided we would intervene because we felt this mother and father but especially mother needed support (...)" S1OT300: "I think the fact that she was doing active problem solving with me and seeing the result of that, empowered her, I think it was quite important that I had mum here and that we worked together (...)
We problem solved together about how to get him more engaged, (...) she could see me problem solving and she was then actually helping me." No examples were identified to describe clinicians applying this principle Overview of the structure of the data set Table 2 : (proposed for online publication as supplementary material)
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